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The overall objective of this study is to present factors causing infant
morbidity and mortality among disadvantaged African Americans and White
infants. This study compared an African American group and a white group. The
following areas were addressed by the research; 1) Demographic 2) Financiai
3) Prenatal, 4) Behavior 5) Medical and 6) Diet.
A quasi-experimental research design was used in the study. The data was
coliected during self administration at Fulton County Health Department and
Clayton County Medical Clinic while clients entered the ciinics for prenatal care
and assessment for those not receiving prenatai care. The population consisted
of 46 respondents. There were 26 Black females and 26 White females raning
in ages from 15 to 34 years. The data was reported in terms of frequency
distribution and percentages. The t-test was employed to compare the means of
the two groups studied.
The hypotheses proposed that there were no significant differences
between the two groups studied level of motivation concerning prenatal care.
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A historical review of mortality and morbidity trends since the 1900's
indicates that approximately 124 of every 1,000 American live-born infants
failed to survive to their first birthday: the rate in 1985 was only 10.6; a drop
of more than 90%, Pediatrics (1985). Now despite great progress, evidence
shows that particularly in the State of Georgia, Black infant morbidity and
mortality rates remain about twice the rate of white infants. Windows (1978)
study looked at Black and White prenatal, infant and family care in terms of
racial comparisons under conditions adequately controlled for socioeconomic
status.
Research that assesses factors affecting morbidity and mortality rates
among disadvantaged Black infants should be in the context of concern for the
manifest social and economic inequalities in society. Research reveals that the
difference between Black and white infant mortality was largely a result of
poverty not race. Much remains to be learned about those factors.
The Department of Human Resources has set infant mortality reduction as
one of its top priorities for the State of Georgia (1986). However, much
remains to be learned about the etiology of low birth weight and infant
mortality, and the availability of Black low income pregnant women or mothers
and their babies in the State of Georgia. It is quite likely that reasonable
solutions for facilitating the State of Georgia’s objective of decreasing nine
infant deaths per 1,000 live births by 1990 will be realized. Georgia has the
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fifth highest infant mortality rate in the nation.
Most Blacks have lacked medical sophistication concerning the problems
associated with the affect of morbidity and mortality rates for disadvantaged
Black infants. For many years, Blacks have believed that low-birth weight
babies are unhealthy or at high risk for serious disorders or death.
Conversely, they have equated "good sized" babies with healthy babies, unless
physical defects were present. They have therefore urged food on their infants
and cautioned expectant mothers "to eat enough for two." An additional deterrent
of prenatal care has been a prevailing belief that the natural function of
childbearing requires no medical intervention until that delivery stage. Black
women who are least educated seek early prenatal care far less often than their
more educated counterparts. It should be noted that even among those Black
women who may have desired care, permit other problems to deter them, like,
many unwed mothers attempt to conceal pregnancies as long as possible.
Social Workers, according to Terri Combs-Orme (1988) have yet to
define its role in this social problem. Social workers have provided a iimited
discussion based on mortality data and fragmented morbidity data about Black
infants, nevertheless.
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Statement of the Problem
Comprehensive Issue Plan (1986) identifies infant mortality and
morbibity as a major problem that continues to plague the State of Georgia.
There is empirical data that suggests that Black infants still die at twice the
rate of White infants. Infant mortality is not merely a medical concern.
Therefore, there is a need for social work practitioners to make better use of
existing knowledge in providing prenatal care to high-risk mothers.
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Significance of the Study/Purpose of the Study
The significance of this study will be reflected in the overall objective,
i.e. to explore and assess those factors and circumstances which contributes to
Black and white infant morbidity and mortality among recipients of services in
the Fulton County Health Department and Clayton County Medical Clinic.
The purpose of this exploratory descriptive study is to identify, address
and assess those factors that contribute to morbidity and mortality among Black
and White infants. The causes of neonatal and post-neonatal mortality are
varied: behavioral risk factors, environmental factors, etc. More specifically,
the study will examine in reference to mortality and morbidity how the Black
and White mothers perceived attending prenatal care facilities.
Ciearly associated with this purpose are the following:
1 ) Identify those factors that influenced Black and White infant
mortaiity and morbidity.
2 ) Explain the various interactions between the factors.
3 ) Use simple theoretical models to ascertain which of these factors




The literature review will provide the reader with the most pertinent and
recent data presented on this research topic. The review of the literature
provides (1) a historical assessment of infant mortality and social work;
(2) contemporary failure of social work to claim infant mortality as a
professional priority in the 1990's; (3) etiological factors; (4) African
American and White infant mortality and low birth weight; (5) impact of
substance abuse upon infant morbidity and mortality; (6) Georgia's plan for
reduction of infant mortality; (7) diet as it relates to infant morbidity.
In reviewing the literature, one finds that historically social workers
were an essential part of the nation's effort to reduce the impact of infant
morbidity and mortality. T. Combs-Orme (1988) shares this historical legacy
of success, noting that social workers Julia Lathrop was selected as the first
director of Children's Bureau and developed the empirical grounding of the
initial development of the bureau and the reduction of infant mortality.
Between 1912 and 1920, the Children's Bureau carried out infant mortality
studies of over 23,000 births in nine different communities. The result of
these studies were used to reduce infant mortality in these distinct ways. First,
findings of the studies were released to the public and translated into practical
advice and education. The second important way that the Bureau took action in
response to the results of the infant mortality studies was to open milk stations
to distribute milk to mothers who could not breast feed. The third use of infant
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mortality studies was as the basis for policy recommendations. As many of
these recommendations became policy in the 1920’s, social workers at the
national level also expressed concern about excessive (Black) African American
infant mortality, Washington (1925), Another important program championed
by the social workers in the bureau was universal birth registration, the need
for which was substantiated by evidence from the cohort studies that many
births and infant deaths were not reported. Largely through the lobbying
efforts of the Children's Bureau, Hanlan (1966) the national birth registration
was formed in 1915, and by 1933 ait states were part of it, U.S.Department of
Health, Education, and Welfare (1950). Birth registration is now a valuable
tool for monitoring the national health over time and comparing the United
States' standing with that of other nations, Kleinman (1976).
Despite this historical orientation toward infant morbidity and mortality,
the field of social work is no longer providing leadership in combating infant
morbidity and mortality. According to Lechy (1978) several factors maybe
attributed to this decline in providing leadership. The greatest threat faced by
this nation's infants was during the Great Depression, it was probably the
crisis of unemployment and social work's concern and interest with this great
overreaching problem that led to an apparent decline of social work interest in
infant mortality per se in the 1930's. With the onset of World War 11 and
shifted public emphasis away from the Depression this posed new problems for
military families. Inevitably there was a tremendous need for pediatric care
services, which were often simply not available. Social work's concern about
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the need for Emergency Maternal Infant Care grew. Social work services were
mandated as an integral part of the program in 1943, (A.A.M.S.U., 1943).
Volumes of the Social Work Yearbook during the decade of 1950's
evidenced a lack of interest at that time in infant mortality issues. Increased
specialization and preoccupation with psychotherapy and individual casework
by the profession reached a peak during the 1950's and probably influenced
social workers to abandon social causes, Chambers (1963). A cursory review
of the NASW news during the 1960's notes a slight increase in interest in
infant mortality, but social work interest apparently did not rise as
substantiaiiy as one might expect given involvement in the War on Poverty.
T. Combs-Orme (1987) notes that despite a clear mandate and pressing
social need, the social work profession has not adopted infant mortaiity as a
clear priority for the 1980's. This failure maybe due to the fact that medicine
and technology surfaced as the preferred method of reducing mortality; that
social factors were given lower priority; that schools of social work had not
done and were not doing enough to prepare social work for a full fledged role in
prenatal care. This failure to claim infant mortality as a professional priority
occurs at a time when the factors responsible for infant deaths may be
especially appropriate for social work intervention.
Of late, writers on the subject of infant morbidity and mortality have
focused heavily upon bio-medical conditions in the interest of searching out
relevant determinants. Several authors note that infant mortaiity in American
has declined dramatically since the beginning of the century. The infant
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mortality rate has fallen from over 100 infant deaths per 1,000 live births in
the early 1900's, Koontz (1984) to a provisional rate of 10.9 deaths in
1980's, McCormick (1985). The United States ranks 20th in the world in the
area of infant mortality. Even though America has made continous progress in
lowering infant mortality rates, it is still far behind most of the industrialized
world.
K. Newan (1968) in his document entitled , Infant Mortality and the
Health of Society, has observed that... no cold statistics expresses more
eloquently the difference between a society of sufficiency and a society of
deprivation than the infant mortality rate. The many risk factors associated
with poor perinatal outcome particularly among minorities appear to be related
to low socioeconomic status: (1) low income and inadequate insurance coverage
that often reduce access to appropriate medical care; (2) preexisting disease
conditions, (3) poor nutrition, (4) inadequate housing and crowded living
conditions, (5) limited maternal education, (6) stressful work environments,
(7) disrupted families and lack of social supports, and (8) problems of
transportation and child care that impede use of services. Report of the
Secretary's Task Force (1985). All of the above etiologic factors are more
prevalent among poor and minority women. Even when many of the social risk
factors (education, martial status, trimester of first care, parity, age) are
controlled, African American women still have twice the risk bearing low birth
weight babies as do comparable whites.
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The issue of African American infant mortaiity and iow birth weight is a
difficuit. compiex issue that offers no simple solutions. Infant mortality is the
death of an infant within the first year of life. Neonatal infant mortality is the
death of an infant within the first 28 days of life. Infant deaths beyond that time
are postneonatal deaths, Smith (1987). A number of reviewed articles have
summarized research on the development of the low birthweight infant
(Sutton, 1971, Levi, S. 1984, McCormick, 1985, Wilcox and Russell, 1983;
and Cohen, 1983).
Neonatal mortality, which accounts for about two-thirds of all infant
mortality, is related most often to low birthweight, and more than two-thirds
of all neonatal mortality occurs among low birthweight infants, T. Combs-Orme
(1987). Low birthweight, though easily defined as a birthweight less than
2,500 grams, is not actually a single variable. Researchers note that many
socio-demographic and other factors are related to both low birthweight and
infant mortality. These variables are highly intercorrelated, so the very high
risk women often have a constellation of risk factors. African American women
are twice as likely to bear a low birthweight baby or to lose an infant. Poor,
unmarried, and undereducated women are at increased risk. Maternal age is a
factor; teenagers and some mothers older than 35 years of age are at increased
risk.
In the U.S., 11.6 million teenagers between 13 and 19 years of age have
had sexual intercourse: those teenagers who have intercourse before they are
16 years old are nearly two times more likely to get pregnant in the first six
months than are those who wait until 18 or 19 to begin sexual activity, Young
and Niehyl (1987). These young mothers, particularly those under 15, may
face grave health risks and infants of these young mothers are more iikeiy to
have developmental disabilities. Research, however, has shown that these
factors can be ameliorated through intervention which offers comprehensive
health, educational, and social services, Nix (1979).
Infant mortality is a very serious probiem in the United States, which has
one of the highest rates of infant death among industrialized nations. In 1985,
over 40,000 babies died before their first birthday. Nearly 5 babies born in
this country died every hour, Hoekelman and Pless (1988).
Low birth weight is one of the many primary risk factors (determinants)
that directly impact on the fetus and on the pregnancy. Preexisting conditions
like heart disease, renal disease, endocrine disorders, including diabetes, sickle
cell anemia, and chronic hypertension, increase the risk of low birthweight and
neonatal mortality, Johnson (1980). Behavioral risk factors inciude smoking,
poor diet, and drug and heavy alcohol use contributes to low birthweight. So it
becomes clear that low birthweight is simultaneously a measure of pregnancy
outcome and a determinant of other pregnancy outcomes like neonatai
(or postneonatai) survivai or death.
Substance abuse is thought to adversely affect the fetus. Effects of
cigarette smoking, alcohol ingestion, legai and illegal drug usage, and caffeine
consumption have attached much research and speculation. Rush and Kass found
86% excess perinatal mortality among African American smokers compared to
11% excess in white smokers. The highest iosses were in African Americans.
Although African Americans appear to suffer more adverse effects from smoking
than whites, it is not clear that the outcomes are related to smoking prevalence
among African Americans. This would suggest that the relationship between
cigarette smoking and birthweight needs more classification, Black (1984).
African American infants not only faced a greater chance of death than
white infants in 1986, but also were far more likely to die from preventable
causes. Chasnoff (1986) asserts that the majority of drugs taken by pregnant
women persist longer in the fetus than in the adult because the fetal liver,
which metabolizes drugs, is immature. Women who use cocaine have a greater
rate of spontaneous abortions in the first trimester of pregnancy. Those infants
who are born live tended to have lower birthweights, their ability to interact
with caregivers is deficient, their emotional state is labile, and they respond
poorly to comforting; bonding between mother and child is hindered. Infants
born to cocaine-using mothers are at increased risk for Sudden Infant Death
Syndrome (SIDS).
The issues of substance abuse are complex. The problem of infants
exposed to drugs, including alcohol, prescribed drugs, and non-prescription
drugs, in utero is a documented risk. Gawin and Kieber (1988) combined
several researchers' findings on the adverse effects of cocaine taken by the
mother on her fetus and newborn infant:
1 ) Fetal deaths/still births usually associated with placental
abruption.
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2) Impaired fetal growth which gives rise to a lower birth weight,
smaiier head circumference and shorter length for gestational age.
This effect is not sustained if the use of cocaine is stopped before
the second trimester.
3 ) Increased risk for serious congenital malformations. Data
generated to date suggests that there is a 90-95% chance that
cocaine is a teratogen. Using cocaine/mouse model, malformations
seen in humans can be reproduced. The Teratogenic effect is
thought to come from its vasoconstrictive properties. This makes
the drug a teratogen which can act throughout the entire gestation
of the fetus. It is not a drug or agent which acts during
embryogenesis like radiation or rubella for instance.
4) Increased incidence of sexually transmitted disease in the
newborn.
5 ) Adverse long term effects of cocaine on the fetal central nen/ous
system.
6 ) Prolonged hospital stay for the newborn infant social secondary to
both medical and social reasons.
7) An inappropriate and hostile environment to which the newborn
infant is discharged.
It is noted that newborn birthweight decreases sharply with the increase
of alcohol intake. Mills (1984). The U.S. Department of Health and Human
Services (1986) states when a pregnant women takes a drink, the alcohol
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readily crosses the placenta to the fetus. The alcohol travels through the baby's
bloodstream in the same concentration as that of the mother. Therefore, if the
expectant mother becomes intoxicated, her unborn baby becomes intoxicated as
well. According to the Comprehensive issue Plan (1986) women who drink any
amount of alcohol during their pregnancies put their infants at risk of
developing Fetal Alcohol Syndrome (FAS). Fetal Alcohol Syndrome babies are
born small for their gestational age, with abnormal facial features and mental
retardation. Alcohol influences not only the mother's health and her infant's
size and health, but also the risk of going into labor prematurely. Alcohol usage
during pregnancy is also a cause of stillbirths, neonatal deaths, birth defects,
malnutrition, and increased risk of spontaneous abortions.
It is well known that many people who abuse alcohol also tend to smoke a
lot of cigarettes. Cigarettes have only been implicated as a major risk factor
for low birthweight, (Berkowitz, 1981, Johnson and Dubin, 1980; and
Kaltrieder and Kohl, 1980). A study conducted on women who smoked during
pregnancy revealed that the weight distribution for offsprings sloped down with
a mean shift of 150-250 grams. Babies born with birthweight less than 2500
grams doubled for smokers' infants. This weight reduction appeared to be
directly proportional to the number of cigarettes smoked by the mother.
Several authors believe that increased incidence of bleeding, placental
abnormalities, and premature and prolonged rupture of membranes vary
directly with the level of maternal smoking, Meyer (1977). After completing
a study, the U.S. Department (1986) found 86% excess perinatal mortality
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among Black smokers compared to 11% excess in white smokers. According to
Mason (1988) a slightly greater number of blacks than white smoke. Biacks
tend to smoke cigarettes heavier in tar content, and less likely than whites to
quit or even try.
The Nine by Ninety Infant Mortality Reduction Campaign established by
the Department of Human Resources in Georgia (1987) noted that infant
mortality - the number of chiidren out of every 1000 born who will die before
they reach one year of age - continues to be a major heath problem for the State
of Georgia. Even though America has made continuous progress in lowering
infant mortaiity rates, Georgia ranks 48th in the infant mortaiity index for
America - 3rd from the bottom.
The 1979 to 1984 Georgia birth and death linked records indicate that
white infants had lower postneonatal mortality rates than African American
infants. African American infant mortaiity rate 18.7 death per 1000 live
births-twice that of the white population in Georgia. Linked birth and death
records can be used to estimate "potentially preventable" infant mortality,
Postneonatal Mortality Committee of the Council on Maternal and Infant Health
(1988).
The death of an infant is a personal tragedy and an event that causes us to
look at the functioning of medical and social systems. Sutton (1971) explores
mortality and morbidity in the African American population by comparison
with the white population. The large and persistent raciai differentiais in
neonatal mortality risk observed at all ages offer a valuable response to the
question of whether the age of the teen mother contributes uniquely or
importantly to neonatal risk beyond its association with environmental
disadvantages, Geronumus (1986). It is clear, unfortunately, that normal
weight African American babies have far higher rates of neonatal mortality than
white babies. To the extent that deaths occur after the baby has left the
hospital, excess deaths may reflect living conditions or health knowledge and
health behavior on the part of the mother and family.
Most of the neonatal mortality is the result of prematurity. African
American infants are more than twice as likely to be of low birthweight than
white infants, Baldwin (1980).
Postnatal mortality rates are higher for African Americans for all major
causes of death except congenital abnormalities. Many postnatal deaths are due
to injury. Current research suggests that to better understand the interplay of
social, biological, and environmental factors associated with low birthweight
and the relationship of low birth weight to infant mortality among minority
groups, there is a need to look at the role of nutrition or gestational effects as an
influence of low birthweight.
According to the Council of Maternal and Infant Health of the State of
Georgia (1988) some 62 African American infants died before their first
birthday. Over the past ten years (1978-1988), the infant death rate among
African Americans has decreased 19.7% as compared to a 16.7% decrease
among whites. Additionally, some 3,967 African American mothers did not
receive adequate prenatal care. The rate of infant death is approximately three
times greater in babies born to African American mothers who had fewer than
five prenatai visits. African Americans receive a higher proportion of
inadequate prenatai care than whites (11.4% of African American mothers and
4.7% of white mothers received inadequate prenatal care). Teen pregnancy is
associated with increased rates of infant death and disability, interrupted
schooling, unempioyment, and potential for child abuse and neglect; 16.6% of
all Georgia's births were to teenagers. The incidence and prevalence of certain
health conditions for African Americans is a compelling reason for social
workers to intervene.
Social workers must under the critical problems regarding infant
mortality and morbidity. The Fulton County Health Department (1987) notes
that the infant mortality rate in Fulton County often fluctuates on a year-to-
year basis. Of major consideration that while the white and African American
infant mortality rates separately are only modestly higher than that of the state
of the nation, the total infant mortality rate overail is considerably higher than
that of the state and nation. This is because the African American rate is twice
that of the white race, and the African American rate contributes much more to
Fuiton County's overail infant mortality than it does to that of the state and
nation, since Fulton County's population is 55% African American while that of
the state of Georgia is 28% African American and that of the nation is 12%
African American.
Infant mortality is everybody's business. Currently, about 65% of the
infant deaths in Fulton County occur during the neonatal period versus 35% in
the postneonatal period. For babies born at Grady Memorial Hospital, only 56%
died during the neonatal period while 44% died during postneonatal period,
Infant Mortality (1986).
Appropriate diet has also been found to contribute to positive prenatal
outcomes. Diet among African Americans is sometimes very different and
distinct while in some cases diet is representative of the diet of both minorities
and nonminorities. Diet sometimes is also indicative of the religion, the
availability of food types and the degree of acculturation. Southern Blacks, diets
may consist of large amounts of leafy green vegetables, grain products, and
organ meats that are high in cholesterol. Also, included are poultry, fish, and
dried beans. There is high salt consumption. In Blacks who live in the south,
there is some evidence of pica eating. Dairy consumption is relatively low as
compared to that of non-minorities, possibly due to a higher rate of lactose
intolerance among Blacks. Because of the high vegetable consumption, the diets
of Blacks are high in vitamin A. Eating habits of African Americans often put
them in the category of having babies with low birthweights. Due to diseases
found commonly among Blacks, Blacks should watch their diets in order to have
a healthier baby. Smith (1987).
Theoretical Orientations
Systems are procedures or plans followed to accomplish a given task. As
systems relate to social work, it can be viewed as having varies helping tasks.
Therefore, we can say a system is an useful tool for helping the mind to deal
with the complexities of modern knowledge.
A system consists of a set of objects together with relationship between
other objects. There are three types of systems in system theory:
1 ) Real: Living System
2 ) Abstract: Behavior and relationships that can be inferred from
real systems.
3 ) Conceptual: A changed agency system
It is important to note that once a system is set-up that all of it's parts are in
transaction to accomplish a given task. It is important that each part of the
system affected be in complete equilibrium with each other.
Hollis and Woods (1981) identifies systems as other relatives, the
immediate family, a nucleus of friends and acquaintances, including neighbors,
employment systems when working, and social relationships.
Systems theory is a framework or a methodology for helping social
workers understand people both individually and collectively in terms of
concept. These concepts help locators create services or social networks for
people who need or want them Hollis and Woods (1981). Systems theory is also
a concept that help contribute to the prevention of future life problems. The
concepts of systems theory include:
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1. Boundary: may exists physical, can be abstract, new ways to
observe the system in which we work, concerned with the health
of systems that are too open or too closed.
2. Open System: interchange within the environment, interaction
families have with other systems, constantly changing, active
exchange with the environment.
3. Close System: does not depend on the environment, not much
interchange with the environment.
4. Conflict: no system can exist without tension, neither positive
or negative, need conflict because system constantly changes, good
in terms of social growth.
5. Equilibrium: a balance that must be attempted to be achieved
when stress occurs.
6. Feedback: gather information about clients goals and strategies.
Systems theory is also viewed as a major theory in social work practice.
It is a tool for relating micro and macro social events, which provides a larger
prospective on the interaction between the individual and environment.
Systems contribute and increase recognition of the complexity and input
of the environment. It provides direct attention to the complication of an agency
and other institutions. This is done by the interlocking of policy,
administration, and staff personality. It observes the importance of the point of
maximum reverberation in the medical hierarchy. Systems theory is
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extremely important that pressure for change in the health field be exercised
only after a sound diagnostic assessment of the system itself.
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Definition of Terms
1. Biacks: African Americans
2. Disadvantaged: Mothers and expecting mothers with total annual
household incomes less than $19,000.00
3. Fetal Alcohol Syndrome (FAS): Babies born small for their
gestational age, with abnormal facial features, and mental retardation.
4. Infant Mortality Rate: The number of babies in a given calendar year
who die before their first birthday, divided by the number of babies born
in that calendar year.
5. Medicare: Federal supported and state administered assistance
program that provides medical care for certain low income individuals
and families.
6. Morbidity: Low birth weight of infants.
7. Mortality: Death of a baby.
8. Neonatal Mortality: Number of babies who die before their first
birthday, an infant dies within 28 days of his/her life.
9. Neonatal Mortality Rate: Number of neonatal deaths per thousand
live births.
10. Out-of-wedlock infants: Babies born to mothers who are not
married.
11. Postneonatal Mortality: Death that occurs from 28 days to one year
of an infant's life.
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12. Lack of Motivation: This grouped does not utilize the service available
to them, frequency of appointments, time missed.
13. Low birth weight: Infant weight below 2,500n grams
14. Pica: The craving of non-food items, such as clay and starch.




A lack of motivation among pregnant Black females who are disadvantaged





This is an Quasi-experimenlai design. It is intended to expiore the major
factor and circumstance that contribute to infant mortality and morbidity at
Fulton County Health Department and Clayton County Medical Clinic. Such a
design included forty-six (46) subjects divided into group 1 and group 2.
Group 1 is the experimental group: group 2 is the control group. Quasi-
experimental design will be used to compare the distribution of meaningful
variables between the two groups.
Sampling
The nonprobability convenience sample will be used. This sample
consisted of the individuals who were convenient to the researcher and willing
to respond to this researcher's questionnaire.
Variables used to select this population included pregnancies among Black
and White, mothers who had delivered within a two year time frame. The
mothers and expecting mothers were ages fourteen (14) through forty (40). A
total of fifty (50) persons initially interviewed met the criteria, however,
only forty six (46) agreed to participate in the same group.
All subjects were between the ages of fifteen to nineteen (15-19) and 34
and older years old, experiencing all of the medical and psychosocial problems
that females might induce during pregnancy. The racial composition of this
group consisted of fifty (50) percent Black and fifty (50) percent white.
25
Data Collection Procedure nnstrumentation^:
The data for this study was obtained through individual interviews with
each participant, using a structured questionnaire. Confidentiality and
anonymity was insured, from the sample, persons were given the option to
refuse to participate in the study.
The study was conducted at the Fulton County Health Department and
Clayton County Medical Clinic. Each participant was interviewed initially. In
each individual interview the purpose and goals were given. Clear instructions
for completing the questionnaire were provided. Time was allocated for
questions and answers: the questionnaire took approximately twenty (20) to
thirty (30) minutes to complete. Expressions of thanks were given to all
subjects. The questionnaires were collected from the participants the same day
of completion.
The instrument utilized consisted of forty (40) questions that were









Also, questions were incorporated into the questionnaire concerning their
knowledge of health facilities available to them.
A pretest was administered to eight (8) subjects, for the purpose of
refining the instrument and identifying how to lessen anxiety associated with
sharing information on their demographic, financial, prenatal, medical, diet,
and behavior patterns. As a result of this process, there were no deletions of
any items. The participants did not express any anxiety about sharing this type
of information, therefore, there were no alterations in the instrument or
questionnaire.
Data Analysis:
The collected data was coded and analyzed using SPSSX batched system of
the VAX computer of the Clark Atlanta University Center. The method of
anaiysis was through the t-distribution. The t-test will be used to determine if





Through a series of interviews and observations in the clinic, the
researcher tried to assess the motivation level of expectant or newly delivered
women. This was conducted by using variables such as prenatal services, length
of wait for service, times clinics are open, cost, transportation, fried food in
diet, sodium intake, exercise, substance abuse, and prescribed medicines.
The data collected in the study provided a profile of 40 subjects who
participated in the self administered survey. The hypothesis will be presented
first for the reader will have some interpretation of the major findings.
Hypothesis: A lack of motivation among pregnant Black females high rate of
morbidity and mortality.
For the purposes of explaining the results, African American females
identified as group 1 and white females will be identified as group 2. To test the
null hypothesis, the t-test was administered using the SPSSX batch system to
determine if there is a significant difference in the level of motivation, among








Group 1 2 3 1.782 0.902 -0.11 44 0.915
Group 2 23 1.826 1.723
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Table 1 shows T-value was -0.11, with df = 44. The null hypothesis was
rejected based on the level of significance. Twenty-two (47.8%) view the
medical clinic as very satisfactory, 20(43.5%) view as satisfactory, only one
(2.2%) in each category views the clinic as uncertain, unsatisfactory, and very
unsatisfactory.
Table 2
Length of Wait for Services
Standard Significance
Cases tdeaa Deviation T-Value DE Level
Group 1 23 2.043 0.976 .20 44 0.844
Group 2 23 1.956 1.870
Table 2 identifies that 26 (56.5%) ciients waited less than one hour, two
(4.3%) waited one to two hours, 15 (32.6%)clients waited two to three hours,
and one person (2.2%) waited more than three hours. Table 2 shows T-value
20, with df = 44.
Table 3
Times Clinic Is Open
Standard Significance
Cases Mean Deviation T-Value ^ Level
Group 1 23 2.000 0.522 -1.03 44 0.307
Group 2 23 2.347 1.525
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Of the 46 respondents, six (13.0%) sometimes have a probiem with the
times the clinics are open, 34 (73.9%) had no problem at ail, and five
(10.9%) had encountered problems.
Table 4
Cost Determine Prenatal Care
Standard Significance
Cases Mean Deviation T-Value D£ Level
Group 1 23 1.826 0.388 0 44 1.000
Group 2 23 1.826 0.388
Of the 46 respondents, an average mean of 1.826 were obtained by both
groups. T-value 0, with df = 44. Only 8 (17.4%) respondents consider cost to




Cases Mean Deviation T-Vaiue DE Level
Group 1 23 1.695 1.295 2.2 44 0.033
Group 2 23 1.087 0.288
Only one woman (2.2%) considers transportation to be a probiem always
and one (2.2%) considers it to be a problem sometimes. Ten of the women
(21.7%) have occasional difficulties with transporation to the clinic, while 34
(73.9%) never have a problem. A level of significance was shown when the




Fried Food In Diet
Standard Significance
Cases Mean Deviation T-Value DF Level
Group 1 23 2.173 0.887 -1.53 44 0.133
Group 2 23 2.608 1.033
Of the 46 respondents, 13 (28.3%) eat fried foods in their diet almost
everyday, five (10.9%) eat it three to five days a week, 25 (54.3%) eat fried




Cases Mean Deviation IiValus DF Level
Group 1 23 2.130 0.694 2.02 44 0.050
Group 2 23 1.739 0.619
Table 7 explains consumption of salt during prenatal care. Of the 46
respondents, 12 (26.1%) do not limit the amount of salt in their daily diet, 25
(54.3%) sometimes limit it, and nine (19.6%) always limit the amount of
salt. Again, a level of significance was shown when the level of significance was
set at 0.05 in determining whether to accept the null hypothesis.
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Table 8
Escercise Three Times a Week
Standard Significance
Cases Msaa Deviation T-Vaiue jQ£ Level
Group 1 23 1.652 0.487 1.18 44 0.244
Group 2 23 1.478 0.511
Twenty (43.5%) women express a desire to exercise three times a week
and 26 (56.5%) women express no desire at all to exercise.
Table 9
Substance Usage and Prescribed Medicine Usage
Cigarette Usage
Standard Significance
Cases Mean Deviation T-Value QE LeveJ
Group 1 23 1.652 1.265 0 44 1.000
Group 2 23 1.652 1.191
Alcohol Usaoe Per Week
Standard Significance
Cases Mean Deviation T-Value C£ Level
Group 1 23 1.304 1.652 -1.59 44 0.118





Mean Deviation T-Value CE Level
Group 1 23 1.695 0.470 -1.89 44 0.065
Group 2 23 1.913 0.288
Of the 46 respondents, 35 (76.1%) never smoked, one (2.2%) smoked,
but quit more than one year ago, one (2.2%) quit within the last 12 months and
nine (19.6%) smoke now.
Of the 46 respondents, 30 (65.2%) don't drink alcohol (such as beer,
wine or liquor) at all, 11 (23.9%) drink only rarely, four (5.7%) drink one
or two days a week and one (2.2%) drinks almost daily.
Of the 46 respondents, nine (19.6%) are taking prescribed medicine and
37 (80.4%) are not taking prescribed medicine.
Table 12
Frequency and Percent
Respondents by Race and Aoe
Group 1
Aoe Frequency Percent







































Demographic data from the findings included information from 46
subjects. Of the 46 participants, 10(21.7%) were between the ages of 15-19,
14 (30.4%) were between the ages of 20-24, 18 (39.1%) fell into the 25-
29 age range, three (6.5%) were between the ages of 30-34, and one (2.2%)
was 34 years old.
Table 13
Frequency and Percent of Respondents bv
Marital Status and Race
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■Group 1
Marital Status Frequency Percent




TOTAL 2 3 5 0
GrQUP-2
Marital Status Frequency Percent
Never Married 6 13.0
Married 1 4 30.4
D ivo rced/Widowed 7 4.3
Separated 1 2.2
TOTAL 2 3 5 0
TOTAL VALID PERCENT 1 00
Of the 46 respondents 22 (47.8%) never married, 18 (39.1%)
married, three (6.5%) divorced/widowed, and three (6.5%) separated.
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Table 14
Frequency and Percent of
Respondents by Education and Race
Group 1
Education Frequency Percent
Did not complete H.S. 4 8.7
High School or GED 1 0 21.7
Some College or Technical
School 6 13.0
College Graduate 2 4.3
School Beyond College 0 0
Did not Answer 1 2.2
TOTAL 2 3 5 0
Group 2
Education Frequency Percent
Did not complete H.S. 2 4.3
High School or GED 7 15.2
Some College or Technical
School 8 17.4
College Graduate 4 8.7
School Beyond College 2 4.3
TOTAL 2 3 5 0
TOTAL VALID PERCENT 1 00
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In the area of education six (13.0%) did not complete high school, 17
(37.0%) completed high school or GED, 14 (30.4%) had some college or
technical school, six (13.0%) completed college, two (4.3%) school beyond
college, and one (2.2%) did not answer.
Table 15
Frequency and Percent of Respondents bv





<1,000 2/4.3 Private Ins. 5/10.9
1,000-5,000 8/17.4 Medicaid 17/37.0
5,000-10,000 4/8.7 Money from
Savings 0/0
10,000-15,000 4/8.7 Borrowed Money 1/2.2







<1,000 0/0 Private Ins. 17/37.0







5,000-10,000 4/8.7 Money from
Savings 2/4.3
10,000-15,000 1/2.2 Borrowed Money 2/4.3
15,000-20,000 1/2.2 TOTAL 2 3
>20,000 16/34.8
Didn't Answer 1/2.2
TOTAL VALID PERCENT 1 00
Income level data reflected two(4.3%) with income less than $1,000,
eight (17.4%) $1,000-5,000, five (10.9%) $10,000-15,000 , two
(4.3%) $15,000-20,000, 16 (34.8%) income above $20,000 and five
(10.9%) who did not check income level. Insurance coverage for prenatal care
showed 22(47.8%) private insurance , 19(41.3%) Medicaid, two (4.3%)




The purpose of this study was to determine whether there was a
significant difference between African American and white’s motivation
concerning prenatal care. Research from the findings conclude that the level of
motivation, knowledge, attitudes and behaviors bear no significant difference as
it relates to these two groups.
More African Americans are presenting to prenatal clinics with more
information about prenatal care. These persons may have been exposed by way
of outreach workers in the metro area.
Conclusions from the hypothesis are as follows:
Hypothesis One: The hypothesis predicted that there was no significant
difference in the level of motivation between infant mortality and morbidity
among African Americans and Whites. This hypothesis was rejected.
The findings from the review of literature disagreed with this hypothesis.
The research predicts that factors such as job types and toxic substance aids is
causing mortality and morbidity among African Americans infants. African
Americans are usually performing domestic jobs or working in factories
exposed to several toxic substances.
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Limitations of the Study
This study was limited by the places of the sample. The study was
conducted at Fulton County Health Department which sen/es over 95% of the
African American prenatal population and Clayton County Medical Clinic, which
serves over 95% of the White prenatal population.
It is the researcher's belief that this study was limited in other aspects.
Because the performance of a risk assessment questionnaire is to some extent
dependent on the prevalence of adverse outcome in a population, it is unlikely to
produce the same results in every setting. Errors in classification occur, so
some degree of continued monitoring of prenatal care is required, as well as
attention to the more generic needs of all pregnant women for support and
education to make pregnancy a positive experience.
Suggested Research Directions
1. A more comprehensive instrument could be formulated to include and
address the differences in African Americans' and Whites' attitudes toward
prenatal care as it relates to infant mortality and morbidity.
2. A comparative research study should be conducted in the area of different
programs available for pregnant African American women.
3. Research should explore the state's budget on maternal health to document
the amount of money allocated for African American indigent women.
4. A sun/ey needs to be administered on medical programs, so social workers
can be made aware of the percentage of rejected or underusage by African
American women.
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5. Research should be conducted on the factors causing low birthweight
among African American infants.
6. A comparative study should be explored to note reasons social workers do
not consider infant mortality and morbidity as top priority.
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Chapter VI
Implications for Sociai Work Practice
This study examines some conceptual factors and empirical evidence about
morbidity and mortality rates among disadvantaged African American and White
infants in particular and draws upon systems theory for analyzing factors
which may be useful in developing specific intervention strategies to address
the needs of this population .
The systems perspective provides the social worker with the opportunity
to examine a number of closely related socio-cultural variables about African
American infants and whites. The study revealed that the role poverty is only
one of the many factors associated with this population, but, given its
significance, it is a variabie that requires further empirical research.
By stepping back and viewing the underlying context of infant morbidity
and mortality we can find clues to those issues that may be most important to
address through programmatic strategies.
Social workers, without a broader view might oversimplify or
misunderstand the impact of poverty on the morbidity and mortaiity of
disadvantaged African Americans infants and what as a consequence, may build
prevention programs on a weak theoretical foundation.
The social worker must have a substantive shell and knowledge base in the
areas of cognitive, emotional, emotional, social, behavioral and physiological
development. This knowledge base in the area of infant morbidity and mortaiity
will provide the social worker with some insight into the overall well-being of
those disadvantaged infants.
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This study indicates the necessity of the sociai worker, having knowledge
in a broad spectrum of factors relating to infant morbidity and mortality, while
also addressing the importance and understanding of the changes that occur in
psychosocial conflict. The social worker must be sensitive to the needs of the
parents of African American and white infants who often times view themselves
from a somewhat present time orientation and personal invulnerability. This
has implication for practice, need and deserve prevention education that is
carefully planned and consistently implemented.
An additional practice implication pertains to a guiding principle for
primary prevention with the families. This entails the value principle starting
where the family/person is, providing concrete services, social provisions and
support.
Additionally, certain areas need further research. Attention should be
given to culture - specific programs and policies.
There is a need to identify those central clinical considerations, that are
part of the delivery of treatment services. There is a need for social workers to
recognize the importance of services from a developmental perspective and the
implications this poses for treatment intervention strategies.
The state of present social work knowledge, however, does not allow for a
more sophisticated rendering of conceptual or theoretical models, at this time.
Thus, the social work practitioner is faced with utilizing knowledge across
various social science disciplines and organizing it for use in social work
treatment.
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This study represents a beginning attempt to try to identify current
thinking and to mobilize linkages between theories and specific treatment
interventions. Much research remains and the road toward developing more
effective treatment interventions for this undeserved population by social work
practitioners, especially African American infants and their families.
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Fulton County Health Department
Atlanta, GA
Dear Ms. Hill:
I am a graduate student at Clark Atlanta University in the School of
Social Work.
I am requesting permission to conduct a research study on "Factors that
Contribute to Infant Mortality and Morbidity" at your facility on March
12, 1990. The objective of this study is to understand how best to meet
the needs of the recipients of these services.
The questionnaire is composed of forty (40) questions. It will take about
20 minutes to complete. A final copy of the research study will be made
available to your facility.
In order to assure anonymity, no names will appear on the questionnaire.
Instead, a code number has been assigned for purposes of confidentiality.
Your help is greatly appreciated. I sincerely believe that the results of
this research project can have an impact on the quality of health care
services provided to this population.
You may contact me at my home 627-0331 or through Professor Hattie
Mitchell, Thesis Supervisor 880-8561, if you have particular concerns






Clayton County Medical Clinic
Morrow, Georgia
Dear Ms. Yancy:
I am a graduate student at Clark Atlanta University in the School of
Social Work.
I am requesting permission to conduct a research study on "Factors that
Contribute to Infant Mortality and Morbidity" at your facility on March
12, 1990. The objective of this study is to understand how best to meet
the needs of the recipients of these services.
The questionnaire is composed of forty (40) questions. It will take about
20 minutes to complete. A final copy of the research study will be made
available to your facility.
In order to assure anonymity, no names will appear on the questionnaire.
Instead, a code number has been assigned for purposes of confidentiality.
Your help is greatly appreciated. I sincerely believe that the results of
this research project can have an impact on the quality of health care
services provided to this population.
You may contact me at my home 627-0331 or through Professor Hattie
Mitchell, Thesis Supervisor 880-8561, if you have particular concerns




QUESTIONNAIRE FOR EXPECTING MOTHERS
AND RECENTLY DELIVERED MOTHERS
This questionnaire is designed to help the researcher evaluate factors that
cause mortality and morbidity among infants.
This questionnaire is strictly confidential. So please answer as you really
feel. Thank you for your time.1.Please state your race:
2. How old are you? A) younger than 15
B) 15-19 C) 20-24
D) 25-29 E) 30-34
F) older than 34
3. What is your marital status?
A) Never married D) Divorced
B) Married E) Widowed
C) Separated F) Other
4. Please state your religion:
5. What is your total household income per year?
A) less than 1,000 D) 10,000-15,000
B) 1,000-5,000 E) 15,000-20-000
C) 5,000-10,000 F) above 20,000
6. How much education do you have?
A) Did not complete High School D) College Graduate
Highest grade
B) High School Graduate or GED E) School Beyond
C) Some College or Technical College
7. How do you pay for your medical care when you have/had your
baby(ies)?
A) Private insurance D) Borrowed Money
B) Medicaid E) Other, specify
C) Money from Savings
8. In general, would you say that your physical health has been:
A) Excellent C) Fair
B) Good D) Poor
9. Has a doctor ever told you that you had any of the following
diseases:
A) Diabetes (Sugar) D) Sickle Cell
B) High Blood PressureE) Substance Abuse
C) Heart Trouble F) None of above
10. Have you had a Pap smear test in the past two years?A) Yes B) No
11. When do you think pregnant women should first seek prenatal care?
A) After missing two periods
B) As soon as they think they are pregnant
C) When they begin to show
D) Around 5-7 months
E) Around 8-9 months
F) Never
12. Do you think most women seek prenatal care as early as they
should?
A) Yes B) No C) Don’t know
13. Are you currently receiving prenatal care?
A) Yes B) No
14. When was the last time you attended a prenatal care clinic?
A) 0-6 months B) 6-9 months
C) Never
15. Where do you go for prenatal care?
16. How satisfactory were those services? Would you say they were:
A) Very satisfactory D) Unsatisfactory
B) Satisfactory E) Very unsatisfactory
C) Uncertain
17. How long do you have to wait to receive services?
A) less than 1 hour B) 1 to 2 hours
C) 2 to 3 hours D) more than 3 hours
18. What prenatal care facility would you recommend to your friends?
19. Do you ever have a problem with the times the clinics are open?
A) Yes B) No C) Sometimes
20. Does cost determine whether you attend prenatal care?
A) Yes B) No
21. Is transportation ever a problem for you when visiting the prenatal
clinic?
A) Never B) Sometimes
C) Frequently D) Always
22. How often do you eat fried foods like french fries, fried chicken,
fried eggs, home fries?
A) Almost everyday C) 1 to 3 days a week
B) 3 to 5 days a week D) Almost never
23. Do you try to limit the amount of sodium (salt) in your daily diet?
A) No C) Yes, always
B) Yes, sometimes
24. Do you think there is a relationship between the types of food you
eat and birth defects?
A) Yes C) Not sure
B) No
25. Do you exercise at least 3 times a week?
A) Yes B) No
26. What do you think accounts for the increasing number of
adolescents/teenagers who become pregnant?
A) Lack of sexual education
B) Lack of moral values
C) Lack of parental supervision
D) Lack of religious values
E) Lack of alternatives
F) Too much peer pressure
G) Other (specify)
27. If sex education helps to prevent adolescent/teenager pregnancy, at
what age do you think that sex education should begin?
A) Preschool (4 to 5 years)
B) Elementary (6 to 10 years)
C) Middle school (11 to 14 years)
D) High school 15 and older)
E) Don’t know
28. Did you and your partner plan or expect this pregnancy?
A) Yes B) No
29. Who do you think is most responsible for providing sex education to
adolescents and teenagers?
A) Parents D) Family doctor
B) School teacher E) Friends
C) Church F) Other
30. Do you agree that male adolescents/teenagers should be equally as
involved in sex education classes as females?
A) Yes B) No C) Don’t know
31. If no, should males be:
A) Much less involved C) Somewhat more
involved
B) Somewhat less involved D) Much more involved
32. Do you think there is a relationship between cigarette smoking and
birth defects?
A) Yes B) No C) Not sure
33. Do you now or did you ever smoke cigarettes?
A) No, never smoked (or only tried it)
B) Yes, but quit more than one year ago
C) Yes, but quit within the last 12 months
D) Yes, I smoke now34.How many cigarettes do you NOW smoke or did you previously
smoke in an average DAY?
A) None, I don’t smoke
B) Less than 10 a day
C) Between 10 and 19 a day
D) Between 20 and 30 a day
E) More than 30 a day
35.Which statement(s) best describe why you smoke cigarettes?
A) For calming my nerves
B) For a good feeling
C) Because all my associates smoke
D) Don’t know
E) None, I don’t smoke
36. On the average, how many days a week do you have AT LEAST ONE
drink of alcohol (like beer, wine or liquor)?
A) Don’t drink at all
B) Drink only rarely
C) One or two days a week
D) Three to five days a week
E) Almost daily
37. Are you taking prescribed medicine?
A) Yes B) No
38. Check those substances you have used in the last six months?
A) Cocaine D) Heroin
B) Crack E) PCP
C) Marijuana F) None39.If you have used any of the above substances, how often did or do
you use the substance(s)
A) 1 or more times daily C) 5 to 7 times weekly
B) 5 to 7 times weekly D) Rarely use
E) None, I don’t use40.Do you think there is a relationship between substance abuse/use
and birth defects?
A) Yes B) No C) Don’t know
